RELOCATING THE JAW
Sir, I write in response to the letter from K. Parker of London regarding their unfortunate experience of a patient dislocating their jaw while performing RCT. 1 There are a few points I would like to make which may be of benefit. Firstly, jaw dislocation is relatively common and can occur during any form of dental treatment, extractions or oral surgery. It can also become dislocated during other scenarios: seizure, oral sex, eating, yawning and vomiting.
The acutely dislocated mandible is often exquisitely painful and timely reduction is paramount for a variety of reasons. It can be done with ease in the dental chair and does not always require administration of local anaesthesia. The earlier a reduction is performed, the easier it is to do, and less likely that the patient will require hospital treatment for sedation or general anaesthesia. There two main techniques of reduction but misconception surrounds both of them frequently. It is a subject often never covered, or poorly covered, in dental school as K. Parker alludes to. This leaves many dentists in fear of attempting reduction at all.
K. Parker describes the classic teaching of 'push back and down' which is incorrect and will fail in a large proportion of patients to reduce the dislocation. The most successful position in which to stand is behind the patient (and most dentists are used to this position, the opposite can be said for doctors). Placing the thumbs onto the external oblique ridge and the fingers under the lower border of the mandible, slowly increasing force should be applied in a caudal direction to overcome the spasm of the temporalis, pterygoid and masseter muscles. Very little 'posterior' force is required as once the condylar head is inferior to the articular eminence the muscle pull will draw the condyle back into the fossa and reduce the dislocation.
For further reading there is a good paper in the literature outlining the anatomy, aetiology and treatment of this injury. Managing the consent process with a patient who has a compromised tooth isn't simple. There are costs and drawbacks to any solution. In an age where the implant companies market themselves with great force and allure, I suspect that endodontic treatment and re-treatment are occasionally overlooked as options.
The literature on the survival of implant supported restorations compared to restored endodontically treated teeth is pretty unequivocal. Whilst they both have the same survival rates, 1 there are some overlooked facts to consider. When treatment planning for restored endodontically treated teeth it must be stated that once treatment is completed to a high standard no further intervention is necessary. Implant supported restorations on the other hand need continued intervention throughout the life of the patient such as prosthetic repairs, loose screws, lost implants and more.
2 This is is not very desirable for an ageing and sick population. Furthermore, patients who have had endodontics completed to a high standard report an improved quality of life after treatment. 3 It was my concern to encourage patients to understand more about their choices when they have a decayed or infected tooth that inspired the saving teeth awareness campaign (www. savingteeth.co.uk).
I enjoyed Dr Howarth's decision to retain his premolar gaps. When I'm on the London Underground, I often think that the 'mind the gap' mantra could translate well into the dental world, a reminder that the advanced solution today could become a problem for those of advanced age tomorrow.
J. Webber, London
